The Organ Donor Crisis! The missed organ donor potential from the Accident and Emergency Departments.
Introduction
Despite many initiatives to increase the number of cadaveric organs for transplant a critical shortage still remains (1) . Although the organ donation rates vary across the UK, during
Audit findings
The 14 month audit of deaths in ten A&E departments identified twenty potential solid organ donors. Sixteen potential solid organ donors were retrospectively audited whilst four deaths were identified during a prospective audit. On average a potential of two organ donors from each A&E department per year was identified. Despite the possibility of family refusal to organ donation, this is a significant number when we calculate the potential across the thirty two A&E departments in the North Thames Region alone. Two more organ donors from each unit within North Thames would mean that potentially one hundred and twenty eight patients per year will receive kidney transplants and sixty four more donors may provide life saving transplant for patients waiting for liver, heart and lung transplant operations.
Potential organ donors in the A&E department are patients who die as a result of sudden, traumatic and premature death (see Table 2 ).
Detailed Audit results
In total 770 deaths were audited out of 1204 deaths over a fourteen month period in the ten A&E Departments. The disparity in numbers was due to availability of medical notes and also the change in the age criteria. After the first four hospitals were audited the decision was made not to audit deaths of patients aged 80 years and above. (Table 3) Feedback of Audit results to A&E Colleagues.
The results of the audit were fed back to staff in the ten A&E departments who took part in the audit. The findings were also disseminated to health care professional colleagues working in and around the A&E department who care for both the potential donors and their bereaved relatives. The findings were disseminated both on a one-to-one basis and in group sessions using formal and informal presentation. Table 4 shows the main barriers to organ donation from A&E that were cited by health care staff. The barriers cited did not come as any major surprise. The authors of this paper suggest that the main causative factor for non-donation from within the A&E department in the UK is due to an inadequate A&E organ donor programme. It has become very clear that in order to address the complexities surrounding organ donation from the A&E department there is a need for a collaborative exploration of factors amongst key stakeholders.
Educational development programme. In addition to this, two specialist educational days, sponsored by UK Transplant took place in July 2007 that were attended by key health professionals. Both educational days were very well evaluated by the delegates. In order to continue to measure success and focus the A&E development strategy, it is intended that the audit of deaths in the A&E departments will take place annually.
One of the main barriers to organ donation cited by colleagues working in the A&E department is their lack of confidence and experience in offering donation to acutely bereaved families. This is the focus of Aubrey's¹ PhD study.
The A&E audit findings provided us with a basis to start an A&E educational development programme, although the programme is in its infancy, the results so far are very encouraging.
The data in Figure 1 Out of the fourteen organ donors who were referred from the A&E department, five donors were eventually transferred to the intensive care unit. The remaining nine donors were cared for in A&E resuscitation room before being transferred to the recovery area in the operating theatre department. (Figure 1) It is standard practice within the North Thames region that when a referral of a potential donor is made from the A&E department, the DTC will initiate a rapid mobilisation response to attend the department to make an assessment. Where resources permit, a second DTC will attend the A&E department. One to facilitate and manage the donation process and the second DTC to support the potential donor family.
Discussion
At present, the majority of organ donors in the UK are referred from the intensive care unit (ICU) with a very small number referred from the accident and emergency. It is important to recognise that there are significant situational differences between A&E and ICU potential donors in relation to both family dynamics and resources available when facilitating the donor referral process.
Resource issues, such as lack of ICU beds, and manpower shortage were cited as some of the barriers to organ donation from the A&E department. However the biggest internal obstacle from the A&E department appears to be the lack of confidence of staff in approaching the acutely bereaved relative for organ and tissue donation. Unlike in the intensive care unit (ICU), the family in the A&E will not have had time to build relationships with the medical and nursing staff, nor have they had any time to come to terms with the acute suddenness of a loved one's illness and premature death.
In the A&E, the approach for donation consent is likely to be undertaken very soon after the family have been informed of their loved ones' death or inevitable death and there is no time to build a rapport. It is imperative that the health care professionals who are involved in the care of patients who die in the A&E allow the bereaved family to have a choice about organ and tissue donation. It is not a failure if a bereaved family say 'no' to organ donation; however it is a failure if they were never given the choice to say 'yes' or 'no' in the first instance. Equally we know that twenty three percent of the population in the UK have registered their wishes to become an organ donor on the UK Transplant Organ Donor Register (ODR). Not everyone on the ODR dies in the intensive care unit (1) Preliminary findings suggest that the consent rate for donation when broached in the A&E department appears to be higher than when broached in the ICU. These preliminary findings (from Aubrey's¹ current PhD study) identify that the disparity in consent rate relates to 'finality' and 'hope' in such sad circumstances.
Currently there are no specific 'best practice' guidelines or health care policy on organ donation specific to the A&E department. It is anticipated that the A&E educational development strategy programme currently underway in the North Thames Region and in conjunction with Aubrey's research study, will provide a solid foundation for the development of an extensive educational development programme for health care professionals in approaching bereaved relatives for organ donation in the A&E department.
The programme is in its infancy and we have a long way to go before we achieve our 100% desired referral rate (4, 5) .
Summary
The critical shortage of donor organs demands that we explore all areas where there may be a potential for organ donors. Equally a collaborative approach amongst key stakeholders is imperative in order to address the complexities surrounding organ donation from the A&E department.
The North Thames Regional Donor Transplant Coordinators have identified that a greater potential for solid organ donation does exists within the A&E departments. The anticipated benefits for potential transplant recipients greatly outweigh any of the complexities associated with A&E donor referrals, none of which have been proven to be insurmountable. Table 1   Table 1 UK Transplant criteria for potential heart beating or controlled non heart beating organ donors Brain stem dead / or death inventible
• The body is maintained on a ventilator
• HIV negative
• No family history of CJD
• Active cancer Table 2   Table 2 NB: A further 4 potential heart beating donors were identified during a prospective audit increasing the actual number of potential donors to 20. Table 4   Table 4 . The barriers cited as to why patients may not be recognised as potential donors in the A&E department included: 
